A case is reported of generalized inflammatory epidermal naevus which was strikingly erythematous and unusually extensive in distribution. The absence of pruritus was noteworthy as the histology showed features of the inflammatory type of epidermal naevus.
Case report
Since 12 days of age the patient (KM, aged 24 years) had had a generalized, non-itchy, scaly erythematous rash affecting the whole of his face, trunk and limbs. His scalp was scaly. All his nails were dystrophic. The erythrodermic rash extended in streaks into the palms of his hands and contained keratolytic pits. His soles were grossly hyperkeratotic.
The erythrodermic rash consisted of a fixed pattern of swirls on the trunk which appeared to stop short of the midline, and warty linear streaks on the limbs ( Figure I ). On close examination, the rash had a lichenoid appearance and a follicular prominence which was most strikingly seen on the backs of his hands.
He was of normal stature and intelligence. There was no family history and there were no siblings.
Investigations,' His skeletal survey was normal. Histology showed irregular acanthosis with extensive continuous areas of parakeratosis with some orthohyperkeratosis. A prominent perivascular lymphohistiocytic infiltrate was situated in the upper reticular dermis. There was dilation of superficial dermal capillaries. The features were consistent with the diagnosis of inflammatory (dermatitic) epidermal naevus (Figure 2 ).
Course and treatment,' At infancy he was diagnosed at the Hospital for Sick Children, Great Ormond Street, as a possible case of non-bullous ichthyosiform erythroderma. At 14 years of age, he was given vitamin A which was discontinued because of signs of liver damage. At the age of 18 he was transferred to Guy's Hospital where the skin biopsy was performed. The differential diagnoses considered were atypical pityriasis rubra pilaris and the dyskeratoses.
After a short trial of retinoic acid which produced liver toxicity, razoxane was started. However, since no improvement was made, it was discontinued after 2 years. Etretinate (Tigason) was then given, but there was no objective improvement. In 1981, he was given a course of PUVA which increased his erythroderma. Topical therapy, used throughout the history of his rash, consisted of simple emollients and 1% hydrocortisone ointment. Tretinoin (Retin-A Gel) was not beneficial.
Discussion
KM has been a difficult case to diagnose. The tentative diagnosis of non-bullous ichthyosiform Journal of the Royal Society of Medicine Volume 76 January 1983 '77 erythroderma made at infancy was no longer tenable as he grew older. The facial erythroderma, follicular prominence of the rash and palI!10plantar thickening might have suggested atYPlc~1 juvenile pityriasis rubra pilaris but the naevoid pattern was not described by Griffiths (1976) . The linear warty streaks on the limbs, nail dystrophy and lichenoid appearance of the rash suggested Nekam's (1938) 
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Acute osteomyelitis presenting in the shaft of a long bone is rare in adults. Such a case is report~d with a complicating pathological facture, and I~S slightly unorthodox method of treatment IS described.
Case report
One month prior to admission, a 40-year-old lithographer developed a painful right~hould~r and upper ann. Initially troublesome at. night, t~IS became increasingly severe and, despite phy~lO therapy and a short course of ultrasonics, movement became intolerable. There was no history of trauma. Twenty-three years previously he had developed acute osteomyelitis of the lower end of his left femur which had settled down over three months, without any abscess formation nor sequestration, on treatment with high-dose penicillin. He had never had any subsequent trouble. On admission, he was obviously unwell~nd pale, but was not clinically anaem~c o~pyrexial, He had a mild tachycardia. Examination of the right upper ann revealed an exquisitely tender, hot swelling over the mid-shaft of the humerus. He had good power and movement in the hand with no obvious neurological deficit. There was no cervical lymphadenopathy. .
. Initial investigations revealed: haemoglobin 11.9 g/dl; total white count 14.2 x 10 9/1; differ---ential: polymorphs 10.0 x 10 9/1, lymphocytes 4.2 x 10 9 /1; ESR 100 mm/h. X-ray showed an extensive osteolytic lesion of the mid-shaft of the right humerus ( Figure IA) . . . .
Malignant neoplasm was provisionally diagnosed and arrangements were made for trephine biopsy the following day. Overnight the pain in his ann became excruciating despite large doses of diamorphine. By morning his right upper ann was deformed and he was unable to use it, indicating a spontaneous fracture. At operation, pus was seen to exude down the track made by the trephine. Immediate bacteriological investigation demonstrated large numbers of gram-positive cocci. These proved to be a penicillin-sensitive strain. of Staphyloco~cus aureus. Histological examination of the debns at the fracture site confirmed acute abscess formation in the absence of bony malignancy. An intrameduiJary Kuntscher nail was inserted from I Case presented to Clinical Section, 12 March 1982. Accepted 14 May 1982
